A node or not a node; that is the question?
Figures 2. MRI of right paratracheal mass (arrowed). Low signal on both (A) T1-weighted fat-suppressed images and (B) T1-weighted images following intravenous gadolinium but high signal on (C) T2 weighted. These findings are characteristic of a simple cyst. with an average density of 20 Hounsfield units measuring 16 Â 28 mm in keeping with an abnormal node ( Figure 1 ). An endobronchial ultrasound (EBUS) was performed with a view to EBUS-guided transbronchial needle aspiration; however, a node was not visible, instead a hypoechoic area, more in keeping with a cyst, was found. Because of the suspicion of a cyst, magnetic resonance imaging (MRI) of the thorax was undertaken before any surgical procedure, which subsequently showed that the paratracheal lesion was in fact cystic rather than a lymph node (Figure 2A-C) .
As serial CXR review revealed that the lesion had been enlarging, and because of possible local symptoms related to it, surgical excision was advised. Using a right-sided three-port thoracoscopic approach, 1 a cystic mass was identified in the right paratracheal space, immediately above the azygous vein. It was surrounded by mediastinal fat, with no obvious connection to the airways. It was completely excised using a Harmonic Scaplel TM (Ethicon Endo-Surgery, Cincinnati, OH, USA). Histology confirmed this to be a benign foregut cyst (Figure 3) . The patient is now well.
The case demonstrates the complementary utility of thoracic MRI with thoracic CT in clarifying the nature of mediastinal lesions. Mediastinal cysts are uncommon and represent 12-30% 2 of all primary mediastinal masses. Foregut cysts are believed to occur as a result of anomalous budding of the laryngotracheal groove during embryogenesis. 2 Early detection of cysts allows for early surgical thoracoscopic intervention to establish a definitive histological diagnosis and to reduce the risk of future symptoms and complications. 
